Introduction
Residents of deprived neighbourhoods often suffer from an accumulation of health and social problems. They more often have (multiple) chronic diseases, lead unhealthy lifestyles, and are overweight; they more often experience problems related to work, income, living conditions, and parenting [1] [2] [3] [4] [5] [6] . But even when these additional burdens are taken into account, their use of healthcare services exceeds that of residents in more affluent neighbourhoods [7] . Multiple health and social problems have been linked to longer hospital stays [8] , more avoidable admissions and complications [9] , higher costs of care [10, 11] , and lower satisfaction with available services [12] .
Integrated care to coordinate healthcare services has been proposed as a solution to these problems. Examples include the expanded chronic care model [14] , community-based integrated care [15] , and integrating primary care and public health [16, 17] . But while strategies to integrate care have often focused on institutional structures and processes, they have paid less attention to the attitudes, behaviour and tools (hereafter referred to as expertise) of health and social care professionals to provide care that meets the needs of deprived populations. In this article we report our evaluation of our intervention. Against this background, we conducted a case study of a local intervention to promote integrated care in the Netherlands. Launched in 2008, Healthy Neighbourhood Overvecht sought to renew the expertise of the neighbourhood's health and social care professionals.
Overvecht is a deprived neighbourhood in the Dutch city of Utrecht (see table 1 for basic population characteristics). Its health and social care system is collaboratively governed by the Municipality of Utrecht and the major healthcare insurer, Agis Zorgverzekeringen. The neighbourhood was chosen for two reasons. First, the insurance company's figures reveal a high use of services compared to other neighbourhoods. Second, collaborative projects to improve neighbourhood health were already underway (see table 2), with GPs working alongside physiotherapists, social workers and psychologists in 4 of Overvecht's 5 healthcare centres.
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Methods
Background to the methodological approach
One of the aims of Healthy Neighbourhood Overvecht was for health and social care professionals to renew their expertise to provide integrated care. The intervention began by inviting a small group of active professionals, frustrated by the continued poor health of the Overvecht population and their seeming inability to counter it, to analyse persisting problems. The resulting action plan highlighted the following problems: the difficulty for professionals to grasp the complexity of their patients' problems; the fragmentation of healthcare provision; a mismatch between presented complaints and offered solutions; and the difficulty of making patients take greater responsibility for their own health. Joint efforts by the neighbourhood's health and social care professionals seemed necessary.
The intervention envisioned a 'total solution' encompassing public health and primary and social care, targeting both organizational structures and the expertise of individual professionals to provide care that better meets the needs of the neighbourhood's population. To better understand the complexity of patient problems, the programme encouraged professionals to approach problems from a population perspective. To counter the fragmentation in healthcare provision, it encouraged professionals to attain an overview of each patient's problems, not only those complaints pertaining to their specialization. The programme also encouraged professionals to coach their patients in taking greater initiative and responsibility for their own health and well-being. In sum, the intervention aimed to develop the expertise of professionals in 3 main areas: population health orientation, generalism, and coaching.
Population health orientation acknowledges that individual and population health are connected. It requires professionals to be aware of patient groups with specific characteristics (such as socio-economic status, genetic features, medical care, and physical environment) while ensuring that individual patients are considered in their specific contexts [18] [19] [20] . Generalism consists of a holistic approach to health -of providing a broad range of coordinated services (a mix of prevention, cure and care) and ensuring the timely referral of patients to other services [21] . Coaching implies coaching towards self-management -improving patients'
Renewing the expertise of health and social care professionals [ 157 ] knowledge, skills, and motivation to adopt healthy behaviours and to comply with therapies.
Activities to promote the renewal of expertise
The programme was based on 3 pillars. The first was changing the focus of care from illness and cure towards health and healthy behaviour [cf. [22] [23] [24] [25] . Activities encouraged professionals to think in terms of generalism and learn new ways of coaching. Second, professionals were encouraged to develop a population health orientation to increase their awareness of health problems in the neighbourhood, the determinants of health and the complexity of often inter-related problems.
Third, activities promoted communication and collaboration between professionals.
Specific projects were based on these 3 pillars (see table 1 ). Project Vitamin D, for instance, involved the cooperation of primary care and public health professionals to inform neighbourhood residents about the consequences of Vitamin D insufficiency. The evaluation of this relatively simple exercise yielded valuable lessons about campaign timing, reaching out to residents and collaboration between professionals. In Project Relax in Overvecht, a campaign targeting persons with mild psychological complaints, the goal was more complicated and more parties (including social workers and psychologists) were involved. The aim was to increase residents' awareness that psychological well-being influences health; that psychological problems are a normal part of life; and that people can do something to improve their own mental health with the support of professionals and others in the community.
Programme management
The programme's daily management was in the hands of 2 project leaders -one from the health insurance company and one from the local government. Management followed a bottom up strategy, meaning that front-line professionals led in the designing of activities to renew expertise, while project leaders had supporting and facilitating roles. The Healthy Neighbourhood Overvecht Platform was launched at the outset of the programme, consisting of the initial small group of involved professionals and professionals from the welfare service organization, In need of a collaborative response [ 158 ] the mental healthcare service organization, 3 multi-disciplinary healthcare centres, the Big!Move Foundation, the Public Health department and the health insurance company. A Directors' Group including the directors of the participating organisations was installed to oversee the activities.
All activities undertaken in and during the programme -from the initiation of the Platform to the activities to promote the renewal of expertise to the support given by project leaders to other initiatives in the neighbourhood -are seen as part of the broader intervention (see table 1 ).
Mixed-methods evaluation
We used mixed methods to extend the breadth and range of our inquiry [27] .
Qualitative data were collected between the end of 2009 and 2012 through semi-structured in-depth interviews, field observations, conversations, dialogue sessions and documentary review. Our analysis of this qualitative data guided our collection of quantitative data in 2012 and 2013. The quantitative study was a The Platform HNO encourages that a lot of effort is being made to realize that more adults exercise. This is done through connecting primary care services to the Welfare Service • The grant for 'ZS' is honored and OG! will work together with a small Homecare Service before-and-after study consisting of a web-based questionnaire for professionals working in Utrecht Overvecht and in 2 control neighbourhoods. were invited to fill out the online survey, once in 2012 and again in 2013. The invitation included an extensive explanation covering anonymity, reporting, and purpose.
Participants in the qualitative study included members of the Healthy Overvecht Platform and Directors' Group as well as professionals and speakers involved in the neighbourhood conferences. For the interviews, we purposefully selected respondents for their profession (GP, social worker, etc.) and for being either very or very little involved in the programme (see table 2 ). The first author approached professionals in the Platform; further respondents were found through the 'snowball' method. [ 161 ]
Data collection and analysis
Questionnaire
The questionnaire sought to measure the attitude of professionals towards population health orientation, generalism and coaching. In developing the questionnaire, we used data from Overvecht and a similar programme in a deprived neighbourhood in Amsterdam. Items for the questionnaire were informed by literature searches using MEDLINE (PubMed) and Google Scholar; new items were drafted in case they were not available in existing questionnaires. The 3 areas of expertise were operationalized as follows: population health orientation consisting of 1) preventive action, 2) valuing knowledge of the (social) determinants of health in the neighbourhood, and 3) valuing knowledge of the neighbourhood's facilities;
generalism consisting of 4) holistic attitude and 5) consideration of social context;
and coaching consisting of 6) coaching towards self-management. Greater detail on the formulation of the questionnaire can be found elsewhere [28] .
For example, a question gauging professionals' holistic attitude asked: "When patients are treated by several professionals at the same time, do you make sure that your treatment is compatible with that of other professionals?" A question gauging professionals' attitude towards coaching asked: "Do you ask patients what they themselves can do for their own healing/health?" There were five possible answers, ranging from "Hardly ever" to "Almost always".
In the statistical analysis, the independent variables were 'intervention neighbourhood' and 'control neighbourhood' , and the year in which the questionnaire was filled out, either 2012 (t0) or 2013 (t1). The dependent variables were the extent to which professionals practiced population health orientation, generalism, and coaching. Table 3 provides an overview of our methods in the collection and analysis of qualitative data. For the field observations, an extensive explanation (covering anonymity, reporting, purpose) was given at the first meeting. All professionals
Interviews, field observations, conversations, dialogue sessions and documentary review
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[ 162 ] The interviews addressed the attitudes, behaviours, tools, and experiences of professionals as they sought to provide better integrated care to the Overvecht population. The topic guide was continually revised in light of emerging findings.
We coded the interviews using framework analysis, looking for similarities and differences in descriptions of the development of the three areas of expertise and how these related to the intervention's activities.
We also studied documents including written statements, websites, evaluations, and presentations.
Results
Quantitative findings
The response rate was 33% at t0 (in 2012) and 36% at t1 the largest group (slightly over 30%). 'Case managers' (approximately 10%) were the smallest group.
Our analysis revealed hardly any changes in respondents' attitudes towards population health orientation, generalism or coaching between t0 and t1. Professionals in the intervention area showed greater positive changes in 'valuing knowledge of (social) determinants of health in the neighbourhood' than professionals in the control areas. At t0 the score in the intervention area was lower (-1.066) Number of respondents working in both the intervention neighbourhood and (one of the) control neighbourhood(s)
At t0 this was 13 (28%) At t1 this was 27 (36%)
Renewing the expertise of health and social care professionals [ 165 ] than in the control areas, while the positive change is greater (1.504 extra) at t1 than in the control areas. The positive change is also greater for 'valuing knowledge of facilities in the neighbourhood' and 'preventive action' . These differences, however, were not statistically significant. For 'holistic attitude' , 'consideration of social context' and 'coaching (towards self-management)' , we observed a decline in the intervention area compared to the control areas, although again the differences were not statistically significant.
Qualitative findings
The interviews confirmed our findings from observations and document analysis.
Below we distinguish between the intervention's management and its activities on the ground.
I. programme management
The Platform, the Director's Group, and the continuous facilitating by project leaders provided a solid structure in which the renewal of expertise could be promoted. The intervention's management emphasized: 1) learning by doing; 2) working bottom-up with direct application in practice; and 3) professionals enjoying discretion and support to experiment.
In interviews conducted in 2010, respondents emphasized the difficulties of managing patients with multiple problems: Table 5 . Changes in expertise in intervention versus control groups: mixed models 'Intercept' is the mean of the control group at t=0 'Time' is the change in mean of the control group at t=1 'Treat' is the difference in mean of the treatment group with regard to the control group at t=0 'Treat*Time' is the difference in change of mean for the treatment group with regard to the change in mean of the control group at t=1 
"All general practitioners in the neighbourhood in some way feel this in their body, that it is a difficult job. I think all general practitioners in the Netherlands
II. Activities within the programme
The intervention's activities aimed to develop professional expertise in three main areas: population health orientation, generalism, and coaching.
Population health orientation
The orientation towards population health developed largely in accordance with the intervention's original theory. Mission Healthy neighbourhood Overvecht:
To correspond to the needs and self-management
Professionals take it as starting-point that all inhabitants, also the vulnerable ones, are able to employ self-management and they take into account that self-management may be (temporarily) limited. Professionals carefully and critically consider what their own efforts have to be in order to correspond to the needs of the inhabitants and to what the inhabitants want, without doing to much.
Working together works better
'Working together works better' is the philosophy that Healthy Neighbourhood Overvecht has adopted, both on strategic and operational level. It is about working differently, organizing differently, working together differentIn need of a collaborative response [ 170 ] ly, having a different relationship between patient-professional, etc. If necessary professionals will also involve professionals from other sectors such as education, housing, activation, debt services.
I&C → H&H
It is the ambition within Healthy Neighbourhood Overvecht to change the focus on Illness and Cure (I&C) to Health and Healthy behaviour (H&H).
Involved partners attune what they offer, the attitude of the professionals and of the organisation to this ambition. 
Generalism
The expertise of generalism also developed in accordance with the intervention's original theory. Respondents developed ways to observe and approach patients and to take responsibility beyond their traditional domains.
In El Kouaa (see table 1 ), one of the intervention's early projects, professionals learned how to identify and approach patients with accumulated health and social problems. By discussing their uncertainties with peers, they grew more con- [ 171 ] fident in approaching patients and referring them to services such as El Kouaa.
The HAPPINEZZ project (see Respondents gave several examples of the tools they use, acquired either during [ 172 ] their education or in continuing education courses, useful for unravelling patients' problems and for coaching them. The projects in which the new tools were developed -such as SOLK and HAPPINEZZ (see table 1 ) -contributed to a new shared way of communicating and collaborating. Respondents gained "new expertise in cooperation" (U12J, physiotherapist) and experienced "the power of working together" (U12M, social worker), of having their "noses pointed in the same direction" (U12I, social-psychiatric nurse). In general, our respondents spoke positively of the neighbourhood intervention's many activities.
Coaching
The expertise of coaching did not quite develop according to the intervention's original theory. Rather than the emphasis on patients' knowledge, skills or motivation to pursue healthier behaviour, the process of learning was a more self-reflective one in which professionals grew increasingly aware of the unintended consequences of their traditional attitudes which kept patients from taking responsibility for their own health, well-being and healing.
Patients expecting professionals to solve their complaints was identified as a problem at the outset of the intervention: found for the fragmentation of available services, but also for patients being unable to get help or support themselves. Expertise in generalism was therefore more than gaining a holistic attitude but entailed 'good stewardship' . Another challenge for professionals is that co-morbidity influences the capacity of self-management [34] . Coaching thus aimed to 'activate' patients by giving them insight into their own possibilities and responsibilities, and by encouraging them to experience success through small tasks [cf. 23] . Previous studies on working in deprived neighbourhoods have referred to the 'exhausting' , 'demoralising' , 'overwhelming' , and 'soul destroying' nature of such work [31] . The intervention's emphasis on population health orientation helped professionals feel that they were not alone, that they were facing the challenges of multimorbidity together with other professionals.
We specifically examined how the intervention contributed to the renewal of expertise among professionals. The programme management challenged professionals to arrive at solutions together. This was facilitated by the presence of influential professionals capable of 'thinking out of the box' and sharing their findings with enthusiasm. The room and support given to experiment was seen as crucial,
Renewing the expertise of health and social care professionals [ 175 ] as was the widely supported mission of the overall intervention which brought cohesion to its many activities. The intervention's 'total solution' -encompassing primary care, prevention and social care -led to a way of working that appeared sensible and effective as it prevented 'band aid care' or the treatment of symptoms instead of causes.
The management of Healthy Neighbourhood Overvecht was able to unite the different health and social care organisations behind a common goal. But in con- Second, the questionnaire focused on attitudes, whereas the interviews addressed tools and behaviour as well. Managers did not oblige professionals to develop their expertise following the theory that initially informed the intervention. Although the questionnaire was created together with project leaders, the kinds of expertise the intervention sought to develop were themselves a moving target.
Conclusion
Our findings suggest that neighbourhood-level interventions to provide integrated care to deprived populations can strengthen professionals' expertise in po-
In need of a collaborative response [ 176 ] pulation health orientation, generalism and coaching, as well as the communication and collaboration skills necessary to employ them. Professionals became more adept at understanding the common causes behind patients' complaints, unravelling their multiple problems, and encouraging them to be more active in managing their own health and well-being. The renewal of professional expertise was facilitated by management that emphasized learning by doing, working bottom-up with direct application in practice, and professionals enjoying discretion to experiment. The intervention's widely supported mission brought cohesion to its activities and united the neighbourhood's professionals. Whether this can lead to more adequate responses to multimorbidity and more effective integrated care arrangements in other contexts needs to be further researched.
